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In the western world, two important life events, birth and
death, most often occur in hospitals. Among professional
caregivers and the lay public, there is a growing concern
that excessive and scarce resources are used to provide
unwanted and futile life-sustaining medical treatment for
patients at the end of their life. Concerns that death is
unnecessarily prolonged by technical and pharmacological
interventions are frequently heard. Consequently, deci-
sions to forego (further) treatment are made more often.
Most literature on withholding and withdrawing treat-
ment in the acute-care setting is reported from intensive
care units (ICU). Dying on an ICU is in many western
countries preceded by a treatment-limiting decision. Some
report that this occurs in no less than 80% of all deaths on
ICUs. Withdrawing treatment, such as mechanical venti-
lation, in patients with severe organ failure, almost always
resultsindeathwithinhours.InthissensedeathontheICU
canbeplanned.So,physicianscanmakethetransitionfrom
attempting to cure serious conditions and prolong life to
providingcomfortcareandallowingdeathwithdignityina
steady way. Physicians and nurses on the ICU can
anticipate distressing symptoms that can occur after with-
drawal of life-sustaining treatment. With an ageing
population, and an increasing number of patients with
serious comorbidity, decisions to withhold and withdraw
treatment will need to be made more often. The decision to
withdrawtreatmentisnevermadehastily,andisnevereasy.
In the perception of some people, in the emergency
department the decision to withhold or withdraw treatment
ismadebecauseoffailureofadequateaggressivetherapyor
arapidandfataldeteriorationoftheconditionofthepatient.
However, in 2002 an article by Tardy et al. [1] was pub-
lished in this journal with the title ‘Death of terminally ill
patients on a stretcher in the emergency department: a
Frenchspeciality?’.Theyreportedthatmorethanathirdof
the patients who died in the emergency department were
patients in a terminal stage of chronic disease. These
patients were suffering from a terminal malignancy,
chronic neurological conditions or an end-stage cardio-
pulmonarycondition.Theywereexpectedtodiesoonfrom
their terminal disease, but were brought to the emergency
department for events related to the evolution of their dis-
ease. As the authors mentioned in their discussion, the
emergency department was for these patients not a site of
emergencycarebutaplacefordying.Thisisaquestionable
development, as the emergency department is not the most
appropriate place for adequate end-of-life care which
should take place in a quiet and peaceful area. This gives
rise to ethical and practical problems for physicians and
nurses working in these emergency departments.
In this issue of Intensive Care Medicine, Le Conte et al.
[2] provide important additional data to the literature on
dying in the emergency department. After a single-centre
pilot study, published in 2004 [3], they undertook a
4-monthprospectivesurveyin174emergencydepartments
in France and Belgium to investigate the cases of patients
whodiedthereandthedecisionsandargumentsthatlimited
further treatment. They conducted an analysis of 2,420
patients.Mostofthesepatientswereofadvancedagewitha
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no less than 82% suffered from a chronic underlying dis-
ease. After admission, life support treatment was started in
74%,afterwhichadecisiontowithholdorwithdrawfurther
life-sustaining treatment was taken before death in 79%.
The median time between admission and the decision to
withdraw life-sustaining treatment in this cohort was 2 h.
Thisistheimageofanageingsocietyinwhichterminallyill
patients are transported to a hospital to die.
The criteria used to justify limiting life-sustaining treat-
ment in 1,907 patients in this study were the medical
condition on admission in 77%, the expected irreversibility
oftheacuteconditionintheﬁrst24 hin54%andtheabsence
of improvement after initiation of acute treatment in 26%.
These are understandable and reasonable criteria. More
questionable are criteria such as ‘age’ (39%), ‘previous
functional limitation’ (38%), ‘underlying chronic disease’
(35%), ‘recovery but expected quality of life unacceptably
poor’ (25%) and ‘underlying disease expected to be fatal in
the following 6 months’ (20%). The use of these criteria is
especiallyworrying,inview ofthefactthatthemediantime
betweenadmissionandthedecisiontolimitfurthertreatment
was 2 h. Are physicians able to get a clear picture of the
qualityoflifeofapatientbeforeadmissionandaretheyable
to predict the prognosis of a chronic condition over the next
6 months? In a prospective cohort study conducted in The
Netherlands, more than 90% of physicians‘ prognoses in
terminally ill (mostly noncancer) patients who died within
7 days were accurate. But for a longer period of time, their
predictions became inaccurate. Predictions were accurate in
only 16% of patients who were expected to die within 8–
21 days, and in 13% of patients expected to die within 22–
42 days [4]. This is also reﬂected in a study in which actual
survival of 216 cancer patients receiving palliative care was
related to subjective prediction of survival. Two physicians
(oneanoncologist)estimatedtheprognosiscorrectlyin55%
and 61%. The institutional tumour board estimated the
prognosis correctly in 63% [5]. A poor prognosis or
impending death is sometimes incorrectly assumed, making
the individual clinical course unexpected [6]. When in such
casesmakingdecisionstowithholdorwithdrawtreatmentin
accordance with the expected prognosis could lead to med-
ical wrongdoing.
Areonlythe physicianstoblamefordecisionsthatseem
not to be based on sound criteria. Yes and no. More
important is that the terminally ill patients who die on a
stretcher on French emergency departments should not be
there in the ﬁrst place. Family physicians should provide
basic medical care and palliativecare inthe patient’s home
and they should only serve as a gateway to specialized care
formorecomplexproblems.End-of-lifecareforpatientsin
the terminal stage of their chronic illness should be pro-
vided in the home situation by family physicians, home-
care nurses and informal (family) care-givers. Most people
prefer to die in their own home instead of in a hospital [7].
However, patients are often transported to hospital in the
terminal stage of their illness due to lack of professional
care in the home situation and at the request of heavily
burdened relatives. Patients and their relatives often think
that professional care-givers in an institutional setting
would provide the best treatment of terminal symptoms.
But this assumption is probably more a reﬂection of access
to and the quality of end-of-life care given by family phy-
sicians and home-care nurses in the outpatient setting.
Additionally, access to informal care support is invariably
found to be a strong determinant for patients being able to
die in their own bed at home [8].
The ﬁndings described by Le Conte et al. are at least
disturbing. That many elderly patients die from a chronic
disease in the emergency department is probably a sign of
failure of adequate outpatient care in an ageing society. The
absolutenumberofolderpeoplewithchronicconditionsand
limitations is increasing in most countries in the western
world; we must prepare ourselves for the worst yet to come.
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